As a psychiatry trainee, I have always had an interest in global mental health. It has been my ambition to work in a mental health service in Sub-Saharan Africa. I was drawn to this area because I love the culture, and because there are many challenges to delivering mental healthcare, in particular, the scarcity of resources, stigma and maltreatment faced by many people. I decided to spend 6 months volunteering between my core and higher training, with my husband, who is a general practitioner. After initially struggling to find a suitable service, I arranged to volunteer in Kisiizi Hospital, Uganda, through Dr Maureen Wilkinson (Consultant Psychiatrist, Cheshire and Wirral Partnership NHS Foundation Trust), who has links with their well-established psychiatry department.
Uganda is a low-income country in East Africa with a rapidly growing population, currently approximately 42.8 million (The World Bank, 2017) . The country has faced many challenges since independence, including significant instability. Poverty has had a significant adverse effect on health and service development (Molodynski et al, 2017) .
Kisiizi, a rural village in the Rukungiri district, South West Uganda, sits in a beautiful green valley and is home to an amazing array of wildlife. The local waterfall provides hydro-electricity and a water supply. It is 380 km from the capital, Kampala, and 40 km from the district capital, Rukungiri; travel takes approximately 8 h and 1.5 h, respectively, on the potholed dirt roads (according to Google Maps). In this district, 86.2% of the population live rurally, the majority of whom are poor subsistence farmers (https:// www.citypopulation.de/php/uganda-admin); 38% of the population live on less than $1.90/day (https://dataafrica.io/profile/rukungiri-uga). English is the official language in Uganda; however, there are over 40 local dialects, Rukiga being the one spoken in Kisiizi (World Atlas, 2017) .
Uganda spends 9.8% of its gross domestic product on healthcare, of which less than 1% is spent on mental health. The majority of this is invested in the national psychiatric hospital, Butabika, in Kampala. It has 500 beds and is often overcrowded, and concerns have been raised about its conditions and practices (Molodynski et al, 2017) . This is where all mental health professionals in the country are trained (Murray et al, 2015) . There is patchy community mental health service cover (Molodynski et al, 2017) .
Kisiizi Hospital is a private, not-for-profit, Church of Uganda hospital, partially funded by the Ugandan Government, the Church of Uganda and charitable donations. If patients cannot afford their healthcare, it is funded by the hospital's 'Good Samaritan fund': no patient should be denied care.
Working in a private service, serving a deprived population, prompted me to consider which investigations and treatments were really necessary. The hospital provides a not-for-profit health insurance scheme, through which local communities can group together to pay an annual fee. This covers emergency healthcare and other services, including admissions to the psychiatry department. The scheme currently has approximately 40 500 members.
In Kisiizi, and most other Ugandan hospitals, patients' friends and family, known as 'attendants', provide all their personal care and meals; for the occasional patients that do not have anyone to fulfil this role, nursing staff or, more commonly, other patient's attendants do so. I was struck by the attendants' dedication, and there were clear benefits to having friends and family so involved in patients' care.
The Christian faith is important to the Kisiizi hospital community. Every working day starts with chapel; as well as its religious purpose, this provides an opportunity for communication. My husband and I are not Christians, but we were welcomed as long as we respected their beliefs.
The hospital provided us with pleasant accommodation, alongside other volunteers from different cultural and occupational backgrounds, with whom we formed firm friendships, bonding over our shared experiences. We were also welcomed into the Kisiizi community and shared in lots of celebrations. We spent our time off exploring this fascinating and beautiful country.
The psychiatry department is aptly named The Ahumuza Centre, 'Ahumuza' meaning 'place of comfort' in Rukiga. The department was founded in 1997. It has a 28-bed in-patient unit and provides out-patient services to the local area as well as a liaison service to the main hospital. It provided care to almost 4000 patients last year. The current Ahumuza was opened in April 2017, funded by a UK-based charity, Jamie's Fund, replacing the old ward.
The team includes the experienced and dedicated Sister Nancy, a psychiatric clinical officer (PCO) (PCO's undergo 3 years of training in the assessment and management of psychiatric disorders, and can prescribe medication), a charge nurse and a small team of psychiatric and general nurses.
There is no doctor in the service, nor any clinical psychology or social work input. There is an occupational therapy assistant who provides activities for the in-patients. The PCO and psychiatric nurses have undergone basic training in psychological therapies and incorporate this into their care. There is a limited range of antipsychotic, antidepressant and anxiolytic medications available.
The current mental health legislation in Uganda is the Mental Health Treatment Act 1964, which is outdated and widely regarded as discriminatory (Kigozi et al, 2010) ; new legislation has been in the development stages for many years (Molodynski et al, 2017) . However, in my experience, mental health legislation was not used, and, if necessary, patients were detained and treated under common law, depriving them of the safeguards that legislation provides.
There were differences in clinical presentations in Kisiizi compared with the UK. More than half of people with mental illness do not present to mental health services; therefore, those that do are not necessarily representative (Murray et al, 2015) . Organic psychosis is more common, particularly HIV psychosis, with relatively higher rates of HIV (the adult prevalence in Uganda is 5.9%) (http://aidsinfo.unaids.org/). I saw more delirium occurring in young and otherwise healthy individuals due to increased rates of infectious diseases.
I also saw more patients with medically unexplained symptoms. This was probably owing to cultural differences in the expression of mental illness. The validity of the Western biomedical model of mental illness in low-and middleincome countries has been widely questioned. Patients from these countries tend to present more often with somatic symptoms (Patel et al, 2001; White, 2013) .
I saw many patients with schizophrenia, schizoaffective and bipolar affective disorders, depressive and anxiety disorders, and alcohol misuse disorders, as in the UK. However, more patients had religious-themed psychotic symptoms, which I suspect was due to the greater prominence of religion in society.
Epilepsy is managed by mental health services in Uganda, as in much of Africa. Traditionally, the causes of both mental illness and epilepsy are regarded as bewitchment or spirit possession (Wilmshurst et al, 2014; Keikelame & Swartz, 2015) .
I now realise that many of life's stresses are common across all cultures, with financial and relationship problems contributing to mental illness in Uganda, as in the UK. However, the contexts were often different: crop failures, famine, difficulty paying medical and school fees, land disputes and difficulties stemming from polygamous families.
In Uganda, the stigma around mental illness and epilepsy is enormous, in part because of the commonly held beliefs regarding causation by bewitchment or spirits. It is not uncommon that patients suffering from mental illness are hidden away from the world, shackled in squalid conditions and beaten. Patients and their relatives often experience significant shame, leading to reluctance to seek medical attention. Some people's lack of knowledge about mental illness means they are unaware that medical treatments exist (Molodynski et al, 2017) .
Unfortunately, this stigma can also come from healthcare professionals, as well as being directed towards those that specialise in mental health. This can dissuade individuals from specialising, which contributes to staff shortages (Murray et al, 2015) .
For many Ugandans, traditional or religious healers are the first port of call when they are unwell; it has been reported that 80% of patients in psychiatric units had consulted a traditional healer previously (Molodynski et al, 2017) . There is little evidence for their treatments, some of which are potentially harmful. They can also delay urgent medical treatment. However, they have an excellent understanding of the psychosocial and cultural aspects of illness, and provide invaluable support to their patients. Some of their herbal medications appear to have powerful effects, but they have limited understanding of the pharmacology. Their training varies, but they hold an influential position within communities. I feel a collaborative working relationship with them is important (Ndetei, 2007; Mokgobi, 2014) .
As there is not normally a doctor in the service, there was no pre-defined role for me. Technically, I was the most highly qualified member of staff, but I was very aware that I had the least experience and understanding of the service, and of mental illness in the Ugandan context. Initially, I spent time observing; then, when I felt ready, I worked alongside Sr Nancy, carrying out patient assessments, ward rounds, liaison assessments, and out-patient and outreach clinics. My relationship with Sr Nancy was based on mutual respect: there were times when I would seek advice from her, and vice versa.
In addition to clinical work, I gained invaluable experience in quality improvement, teaching and management. I identified some potential areas for improving clinical standards: with my colleagues, I carried out audits of prescribing, and then drafted guidelines. We also implemented new practices that I had experienced in the UK, including PRN prescription charts and a patient helpline. However, I was aware that it would not be appropriate to aim to simply replicate mental health services developed for high-income countries, but rather develop a culturally sensitive service.
I delivered teaching to a variety of audiences and participated in hospital management meetings. I had more responsibility than I had been accustomed to as a core trainee; however, I felt well supported. I was supervised remotely by Dr Wilkinson, who knows the service well, and on-site by Sr Nancy and consultants in other specialties. It was good preparation for my transition to higher training.
I experienced many challenges that exist in delivering a mental health service in rural Uganda. Some of these I had anticipated, such as lack of resources, stigma, maltreatment, and traditional and religious healers. While I was there, we had a patient admitted in shackles. I also saw a patient who had had holes drilled into their skull by a traditional healer for headaches, and had subsequently developed epilepsy.
When managing patients and relatives who believed mental illness was caused by bewitchment or spirits, I found the most effective approach was to listen to and respect their views, and then explain my own aetiological beliefs. We often agreed to disagree, but regardless I would encourage them to accept biomedical treatment. Many patients with these beliefs found they were compatible with accepting biomedical treatment.
My experience was that non-mental health specialist services, including primary healthcare services, had little appetite for managing mental illness, and therefore this service managed the majority of patients with mental illness, regardless of severity.
I faced several personal challenges. Initially, finding my role and gaining acceptance by my colleagues was difficult. I did not want to make anyone feel threatened, in particular Sr Nancy. These things were achieved through mutual respect.
There were times when I disagreed with my colleagues' practices, and I thought carefully about why I disagreed. An example was the oversedation of patients. I worked together with my colleagues on this issue, as well as leading by example; with time, I was pleased to see an improvement. I feel one of my biggest achievements was leaving the department on good terms with my colleagues.
Working through an interpreter was challenging. I came to realise that there are limited words to express emotions in Rukiga; for example, there is no word for 'sad', which makes taking a psychiatric history difficult. It also led me to consider the effect this must have on people's experience of emotions. Cultural idioms of distress are 'ways that cultural groups experience, understand and communicate suffering'; it is important to have an awareness of local idioms (Kohrt et al, 2016) .
I realised the importance of having a good understanding of local culture. I relied on my Ugandan colleagues to advise me in this area. Many of the values that are important to me, such as respect, privacy and confidentiality, were not shared by my colleagues, which I found difficult. However, patients themselves did not seem to put much importance on privacy and confidentiality either. A possible explanation for this could be the collectivist culture in Uganda, which puts greater value on community involvement (Rarick et al, 2013) .
Overall, I am extremely impressed at how this service manages despite the challenges it faces. The service has overseen the formation of patient groups, with patients providing invaluable support to each other in the community. I feel locally developed psychosocial interventions such as this are important. While I was there, I saw lots of patient success stories.
In going to Uganda, I was under no illusions that I was going to make any earth-shattering changes to their mental health service. However, I am hopeful that together with my colleagues we were able to make modest improvements.
But one thing I am certain of is the significant positive influence that the experience has had on me, both personally and professionally. First, it was an amazing experience to live and work in another culture: we were warmly welcomed into the Kisiizi community. I learned a lot from Ugandan culture, with the genuine friendliness and community spirit. Their culture of supporting each other is in sad contrast to our increasingly isolative lives in the UK.
I also gained invaluable experience in clinical and communication skills, teaching, quality improvement and management. My team working skills were tested like they never had been before, and I was faced with many ethical dilemmas. I developed a greater understanding of the cultural aspects of psychiatry. I have taken my newfound knowledge and skills back to my work in the UK, as I complete my higher training in general adult psychiatry. I was inspired by some of the mental health professionals I met in Uganda, who had developed innovative ways to deliver good-quality mental healthcare to the communities they serve, despite the barriers. I would highly recommend the experience of working in a mental health service in another culture to any other mental healthcare professionals considering it.
GLOBAL ECHOES
Headaches in Moria: a reflection on mental healthcare in the refugee camp population of Lesbos
Tom Nutting
Having returned from a period of volunteering with a healthcare charity working with the refugee camp population of Lesbos in Greece, a junior doctor reflects on the common presentations he saw and the current state of mental healthcare for these patients. The placement of already-traumatised people in an overcrowded and under-resourced camp environment creates a perfect storm for the emergence of post-traumatic stress disorder, depression and anxiety. With extremely limited psychiatric care in place, he considers the simple interventions he could use to help his patients with their distressing symptoms. This prompts exploration of the importance of giving time to listen as well as encouraging small but significant lifestyle changes. After exploring the ethics of psychiatric diagnosis in this setting, the author concludes that while we must acknowledge the political origins of some of the symptomatology in this population, we must continue to strive to treat psychiatric illness with all the appropriate interventions available to us in order to help those in this patient group recover and move forward.
'Docteur, aidez-moi s'il vous plaît, j'ai un mal de tête, très mauvais, tout le temps oui, voyez ici où ils m'ont frappé, où ils m'ont torturé, ma vision aussi est mauvaise, et non je ne peux pas dormir, pas du tout. . .'
Twenty-six-year-old Destin had arrived four months prior to asking for my help, having taken the notorious journey across the Aegean by dinghy, fleeing the Democratic Republic of Congo several months earlier. I was now seeing him in our small flakeboard clinic, volunteering with one of the few healthcare providers for refugees in the camps of Lesbos, Greece. Listening to his pleas, I was aware of my own tension headache, which seemed to be developing almost daily now, whether as some sort of somatic countertransference or just from the sheer stress of the work. While writing up his notes, I reminded myself I owed it to Destin to try the same relaxation breathing techniques I went through with him and others to help with their somatic pains before I reached for my own paracetamola simple analgesic to which many of them did not have easy access. If they were lucky enough to get a number at our clinic, we could give patients five days' worth of paracetamol maximum out of our small pharmacy cupboard, the contents of which varied by donation. As to psychotropics, we did not officially dispense any but had a limited emergency stash of anxiolytics and antipsychotics for the absolute worst cases. Furthermore, if we
